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Ethics and professionalism: Do we need yet
another surgeons’ charter?
James W. Jones, MD, PhD, MHA, Laurence B. McCullough, PhD, and Bruce W. Richman, MA,
Houston, TexA profession is an occupation for which the necessary prelim-
inary training is intellectual in character. . .(it is) pursued
largely for others and not merely for one’s self. . .(and)
financial return is not the accepted measure of success. Louis
D. Brandeis
There has been a mounting concern over the last de-
cade among medicine’s leading professional organizations
that emerging cultural trends will tip our practices toward
the cheap and tawdry corporate mind-set of depersonalized
commercialism. The fear is deep, among patients and phy-
sicians alike, that incursions by the likes of third-party
payers, hospital finance officers, and compliance regulators
will dilute the professionalism of doctors and tug us ever
closer to bottom-line, assembly-line medicine. To help us
move back from an approaching identification as high-end
technicians, closer definitions of professionalism have been
proposed. In 2002, the American Board of Internal Medi-
cine’s Project on Medical Professionalism published “A
Physician Charter”1 to codify the essence of physician
professionalism in the new millennium. This brief docu-
ment advocates dedication to patient welfare, patient au-
tonomy, and social justice as the hallmarks of medical
professionalism and promotes 10 specific responsibilities.
The following year, the American College of Surgeons’
(ACS) Task Force on Professionalism expressed support for
the principles articulated in the internists’ Charter but
published its own Code of Professional Conduct,2 intend-
ing to “re-examine professionalism from the perspective of
surgery.” With a long history of sound literature on medical
and surgical ethics behind us, how should surgeons react to
this latest attempt at a comprehensive statement of the
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A. The surgical specialties already have enough pledges,
oaths, vows, statements, and credos in place. Never
mind these new ones.
B. The internists’ Charter on Medical Professionalism is
sufficiently comprehensive to cover all medical special-
ties, and we should all subscribe to it. An additional
document for surgeons is unnecessary.
C. It is unprofessional to have to pledge to be a profes-
sional. Pay no attention to these academic exercises and
do what you know is right.
D. Subscribe to the surgical Code of Professional Conduct
because it addresses important ethical concerns specific
to the practice of surgery in the 21st century.
E. Encourage the College of Surgeons to further refine its
Code to more closely reflect ethical issues unique to the
surgeon’s profession.
Professionalism is by itself a neutral term, referring only
to a quality of fidelity to the established behavioral, moral,
and intellectual standards of a particular line of work. You
may dislike the standards of the legal profession or admire
the standards of the teaching profession, but their practi-
tioners are expected to subscribe to them regardless. The
existence and acknowledgment of such standards distin-
guishes the professions from other ways of making a living.
Those compensated activities usually referred to as the
professions typically see themselves as dedicated to service
toward others, though it’s a little hard to fit a professional
athlete into that frame.
Written and unwritten unacceptable, permissible, and
required behaviors of physicians and surgeons have been
acknowledged and passed on since the time of Hammura-
bi’s Code in the 18th century BCE, which set the price of
physicians’ services and specified the penalties for poor
performance. These were largely statements controlling
commerce, however, and a true concept of medical profes-
sionalism would not arise until modern times. The Hippo-
cratic Oath and writings of the 5th century BC, which many
believe convey a concept of medical professionalism, con-
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sarily provide justifications for them. The Oath, although
still revered despite its many mutations through the ages,
has come to be read at least in part as a marketing tool—an
effort to distinguish the Hippocratic physicians from those
who used what came to be known as “violent” or “heroic”
measures, such as emetics and purgatives, which may ex-
plain why surgery was prohibited. In “The Art” the discus-
sion of sick people who are “overmastered” by disease
suggests some elements of professionalism, but of self-
interest as well. A physician whose treatments become
associated with high mortality rates will do poorly in a
competitive market for medical services. The Hippocratic
texts therefore emphasize the skill of recognizing a poor
prognosis, the diagnostic hallmark being the facies hippo-
cratica, so that the physician, by declaring a case incurable,
could withdraw without being blamed for the ensuing
death. The ancient Greek and Latin texts consistently refer
to “the sick” but never “the patient,” a person taken into
care, suggesting that the transaction between the physician
and the sick person was commercial, a view that persisted in
the history of medicine for over two millennia. The belief
that there has been a continuous tradition of medical
professionalism from ancient Greece to the present remains
a common, but unfounded, belief among doctors and
laymen.
The actual ancestor of the ACS Code of Professional
Conduct predated it by only half a millennium, when the
barber surgeons of Edinburgh were granted a Seal of Cause
by the town council and King James IV of Scotland ratified
it in 1506 as a Royal Charter.3 The Seal of Cause licensed
the barber surgeons as a guild with specified entitlements
and duties, a privilege already enjoyed by the city’s skinners,
furriers, websters (weavers), and other craftsmen, but the
Surgeons’ Charter took on a new and different character
when it included rigorous intellectual and ethical require-
ments:
. . .that no manner of person occupy or practise any points
of our said craft of surgery. . . unless he be worthy and
expert in all points belonging to the said craft, diligently
and expertly examined and admitted by the Maisters of
the said craft and that he know Anatomy and the nature
and complexion of every member of the human body. . .
for every man ocht to know the nature and substance of
everything that he works or else he is negligent.3
Still, medical ethics were not specifically considered as
such until the end of the 18th century, when the English
physician Thomas Percival4 addressed the ethical obliga-
tions of physicians and surgeons in hospital-based and
private practices. Percival drew on a number of intellectual
resources, but especially on the work of the Scottish physi-
cian John Gregory.5 Medicine and surgery were still entre-
preneurial, with many and various practitioners—apothe-
caries, midwives, and “irregulars”—in fierce competition
for the fees of the small number of sick people who could
afford to pay for their services. The sick people of the time
did not trust the competence or the motives of their phy-sicians or surgeons, nor did they trust them to put the
health-related or financial interests of the sick before the
practitioners’ own. Physicians who had attended a medical
school in a university referred to themselves as “profession-
als,” but only to gain a market advantage over apprentice-
trained surgeons, midwives, and irregulars. Both Gregory
and Percival thought that this crisis of trust compounded
the already terrible stresses and fears associated with sick-
ness, further weakening patients’ resolve to overcome their
diseases. They proposed that physicians reform themselves
into a real profession based in concepts of ethical and
clinical reliability.6
First Gregory and then Percival argued for a three-part
concept of physicians and surgeons as professionals who
would be worthy of sick people’s trust. First, they encour-
aged physicians and surgeons to commit themselves to
becoming scientifically and clinically competent. Second,
they asked physicians and surgeons to use their scientific
knowledge and clinical skills primarily for the benefit of the
sick, systematically sublimating their self-interests to the
needs of the people they treated. Third, physicians and
surgeons were encouraged to maintain and transmit their
knowledge and experience of medicine to the next gener-
ation of physicians and surgeons and to the sick and society
as a public trust, not as the proprietary assets of a merchant
guild dedicated only to protecting its members’ financial
interests at the expense of the sick and suffering. This
ethical concept of medicine as a profession is not to be
found in the history of medicine before Gregory and Per-
cival.
As recently as 30 years ago, paternalism represented the
normative expression of beneficence and the physician’s
acknowledged superior understanding of illness, treatment,
and the scientific basis of both. In the years since, paternal-
ism has become anathema, and respect for patient auton-
omy has become a guiding professional principle. As Louise
Arnold7 noted in her treatise on the history of medical
professionalism, “Thirty years ago in medical education,
the concepts of profession and professionalism, per se, were
absent. Of course, there was interest in behaviors now
labeled professional. But these behaviors were often treated
as a residual category.. . .”
The American Board of Internal Medicine cited recent
worldwide changes and problems in “health-care delivery
systems,” “external forces of social change,” “an explosion
of technology,” new “market forces,” “bioterrorism,” and
“globalization” as emerging threats to medicine’s values
and ability to meet its responsibilities, thus occasioning the
need for its new consideration of medical professionalism.
Although the resultant Physician Charter did not trou-
ble itself to explain how it reached the conclusion that the
likes of bioterrorism and globalization are affecting the
individual physician’s relationships with individual patients,
or how the principles and responsibilities it advocated
specifically addressed these threats, the document is gener-
ally sound and reflective of widely accepted and desirable
ethical values. It is consistent with the defining medical
standard, articulated since the time of Percival and Greg-
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bioethical principles of beneficence, patient autonomy, and
social justice in the availability of medical resources,8 the
Physician Charter identifies the medical profession’s spe-
cific responsibilities as the achievement and maintenance of
intellectual and technical competence, honesty with pa-
tients, maintaining patient confidentiality, avoiding patient
exploitation and conflicts of interest, improving care and
access to it, avoiding superfluous tests and procedures,
promoting scientific knowledge, and self-regulation. Al-
though a few items might provoke some quibbling and a
little fine-tuning here and there, these briefly stated princi-
ples and responsibilities seem to articulate essential features
of medical professionalism to which all the specialties, not
just the internists, might subscribe.
After publishing an endorsement, the ACS nevertheless
elected to respond to the American Board of Internal
Medicine Charter by appointing a task force and publishing
in the following year a Code of Professional Conduct to
“re-examine professionalism through the perspective of
surgery.” Even briefer than the internists’ statement, the
ACS Code of Professional Conduct is eerily similar to it
despite its stated intention to recast the issue of profession-
alism in terms and matters specific to surgical practice. The
Physician Charter (American Board of Internal Medicine)
and the Code of Professional Conduct (ACS) both support
honesty with patients, patient confidentiality, avoidance of
conflicts of interest, continuous improvement in the quality
of care, fair distribution of resources, disclosure of adverse
events to patients, educational excellence, public advocacy
and information in matters affecting medical care, self-
regulation, nondiscrimination, respect for colleagues and
support personnel, and disclosure of therapeutic options.
The ACS statement never specifically mentions patient
autonomy, one of the first principles of the internists’
Charter, and, perhaps surprisingly, is much stronger on
issues of emotional support and physician sensitivity toward
patients and their families, especially the terminally ill.
These appear to be only differences in nuance and empha-
sis, however, and it is unlikely that either document really
intends to reject those features of the other.
Although the nearly complete convergence of the two
documents suggests a reassuring sense of stability and
eternal verity in the principles of medical professionalism, it
might also cause one to wonder why the ACS felt the need
to draft a second statement essentially identical to the first.
The endorsement by the ACS9 of the Physician Charter
could have served the same purpose. Despite its promise to
do so, the Code of Professional Conduct really contains
nothing specific to the surgeon’s perspective. No feature of
the Physician Charter is eliminated, and no ethical concerns
unique to the profession of surgery or a surgeon’s profes-
sional identification are added. Surgeons today are con-
fronted with discipline-specific and potentially ethically
loaded professional issues such as transplantation, innova-
tion vs controlled trials, socially controversial treatments
such as abortion and stem cell implantation, introduction
of new technologies such as robotics in the highest-techclinical specialties, ghost surgery, surgical futility, advance
directives in the operating room, trauma care, procedural
patents, and refinement of new technical skills. No other
specialty works with fully anesthetized patients who com-
pletely surrender control to their physicians in potentially
life-threatening situations and cannot terminate treatment
and go home if they don’t like the way things are proceed-
ing. Nothing in the Code of Professional Conduct guides
our management of the ethical issues that define surgical
professionalism in real-life, discipline-specific problems like
these.
The ACS Task Force on Professionalism revisited the
issue of a Code of Professional Conduct in 2004, did some
fine-tuning, and published their findings.10 The new article
reaffirmed the surgical profession’s dedication to the pri-
macy of patient welfare. It acknowledged, among other
things, the principle of patient autonomy but noted that
“the complexities of medical care now challenge the
boundaries of truly informed consent” and the surgeon’s
consequent responsibility to intensify efforts to communi-
cate therapeutic options in a manner “both comprehensive
and comprehensible.” It noted the high expense of surgical
therapy and encouraged surgeons to practice principles of
social justice by guarding their resources so that operative
care could remain widely available. It recognized the rapid
evolution of surgical science and techniques and the con-
sequent need for continuous re-education to maintain pro-
fessional competence. It acknowledged the surgeon’s role
as a therapeutic instrument, in ways uncommon to other
medical specialties, and urged cautious self-regulation in
monitoring one’s day-by-day fitness to perform the com-
plex technical and intellectual procedures expected of us.
The article discussed the special vulnerability of the surgical
patient and the associated professional responsibilities in
ways that had not been referred to in the Physician Charter.
It encouraged the surgeon’s participation should rationing
strategies, particularly in emergency departments, some day
become necessary. We would have preferred to see the Task
Force encourage surgeon advocacy of a universal coverage
strategy which would obviate the need for treatment ra-
tioning in the foreseeable future, but the principle of sur-
gery-specific professionalism was still honored. And the
article noted the professional characteristics required of the
surgeon as director of a closely coordinated team. Discus-
sion of these and other ethical standards as they applied
directly to the surgeon’s arena represented a significant
advance, beyond either the Physician Charter or the Code
of Professional Conduct, toward development of a disci-
pline-specific statement of surgical professionalism. The
“one year after” commentary did not attempt a compre-
hensive restatement of surgical professionalism, however,
and one remains desirable.
Despite the blithe assumption of option A, surgery
does not yet have a fully satisfactory statement of the values
unique to our profession and to which subscription would
define our professionalism as surgeons. Option A cannot be
accepted.
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Board of Internal Medicine is a strong document which
might seem applicable as a statement of surgical profession-
alism, but it predictably lacks consideration of many ele-
ments of surgical practice that are not encountered by other
specialists and that pose new and complex ethical and
professional questions. Option B, accepting the Physician
Charter as the definitive statement of surgical professional-
ism, is not a correct choice.
Option C, dismissing the importance of asserting pro-
fessional values, misunderstands the issue. These ethical
statements of purpose and ideal articulate abiding values,
some of which might not be intuited, to which working
physicians should refer to fully understand their profession
and the responsibilities they agree to assume. Option C is
incorrect.
Option D, accepting the ACS’s Code of Professional
Conduct because it does a good job of addressing elements
specific to surgical practice, would be mistaken. The Code
is virtually identical to the Physician Charter, and in that
respect it is a sound statement but not a surgical statement.
It unfortunately ignores many professional issues now con-
fronting surgeons.
Option E is the most desirable choice. As the ACS Task
Force attempted in its 1-year post-Code assessment, the
surgical specialties should keep working on a statement of
professionalism that will reflect both the eternal and emerg-
ing realties of surgical practice. Without necessarily reject-
ing the strong principles of the new Physician Charter, weshould continue to explore the ways in which our unique
relationship with our patients, our unique applications of
ever-changing technology, our unique technical and intel-
lectual skills, and our unique research methods define us
professionally and define our responsibilities as profession-
als.
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